Surgery (AACS) are well documented. 1, 2 In 1974, Richard Webster, Simon Fredericks, John Lewis, and Richard Aronsohn, among others (a conglomeration of dental and surgical specialists, plastic surgery, otolaryngology, dermatology, etc), incorporated as a society in response to their own respective professional associations' perceived disinterest in cosmetic surgery. The AACS articles of incorporation, in keeping with the founders' intent (Þ led in the state of Illinois in 1992 after moving the ofÞ ce from California to Chicago), deÞ ned the purpose and goals of the Academy (Attachment B Article 4a) as follows:
The nature of the business or purpose to be conducted or promoted is to foster, promote, support, augment, develop and encourage the science and art of cosmetic surgery;
to establish and maintain an academy of members of the medical and dental professions who perform cosmetic surgery, or who perform professional services related to cosmetic surgery, in order to assure the public of a consistency of high quality medical and dental care;
to establish and promote fellowships and preceptorships in cosmetic surgery;
to provide continuing medical education through a journal periodically published; to establish standards of practice of cosmetic surgery in order to guide practitioners toward the highest quality of medical and dental care;
to provide a forum for physicians and dentists and related professionals from all specialties practicing cosmetic surgery, or practicing in related Þ elds, in order to develop common goals;
to encourage the teaching of cosmetic surgery, to support, encourage and promote scientiÞ c research in the science and art of cosmetic surgery; to develop, publish and copyright materials supporting or augmenting the advancement of the science and art of cosmetic surgery and the purposes of the corporation.
The name, American Academy of Cosmetic Surgery, reß ects a time when those cosmetic treatments considered to be safe and effective were primarily surgical. In today's rapidly emerging Þ elds of laser medicine, of toxins and Þ llers, evolving technologies both invasive and noninvasive to remove subcutaneous tissues, of tightened skin, fat grafting, extraction of stem cells for remote applications, and the public fascination with nonsurgical rejuvenation, the tools and techniques for cosmetic surgery have evolved far beyond the procedures originally considered the domain of the cosmetic surgeon.
Simultaneously, the popularity of cosmetic enhancement and the proÞ tability of performing these enhancements have created a surge of professional interest in the practice of cosmetic surgery that our founders would (or for those still alive, do) have found
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DOI: 10.5992/AJCS-D-13-00020.1 inconceivable. Instead of the professional disregard faced by the cosmetic surgeon prior to the 1980s, there is now a widespread clamor to own the specialty. Public relations declarations of competency exclusive to one group or another have outshouted the real issues of education, training, and experience that should be the hallmarks of professional achievement. In addition, cosmetic enhancement, outside the constraints of current health care billing limitations, has appeal for its revenue, beyond professional interests.
As confusing as this situation may be to the consumer, it is equally as bafß ing to those who wish to delineate the criteria for what constitutes a cosmetic surgeon. Who determines what training, education, and experience is required to demonstrate competence, much less excellence, in the performance of a cosmetic procedure? State governments are charged with determining criteria for medical licensure as well as for nurses, cosmeticians, therapists, and so forth. Hospitals individually credential physicians within certain categories, granting privileges for speciÞ c practices, procedures, and prescribing. Insurance companies also credential for inclusion in preferred provider listings and speciÞ c "covered procedures." The practice of cosmetic surgery, in private ofÞ ce or outpatient/ambulatory clinical settings, occurs outside these limiting boundaries. Unless the state has established a set of scope of practice criteria, virtually any physician can self-determine his or her own range of practice or limitations under the law.
The deÞ nition of scope of practice is actually a legal term, deÞ ning the speciÞ c services that a health care professional is authorized to provide. New scopeof-practice regulations are intended to ensure health care quality by identifying the minimum standards of expertise required to ensure patient safety. These initiatives contain the potential for signiÞ cant harm, if they result in undue restriction on practice patterns or access to health care. These issues are well described in the Institute of Medicine report Crossing the Quality Chasm: A New Health Care System for the 21st Century. 3 Anyone interested in resources on scope of practice by health care professionals can Þ nd detailed information though the Health Workforce Information Center. 4 The AACS has recently been in intensive discussion regarding membership criteria, standards of care, and educational standards. While it is the responsibility of the American Board of Cosmetic Surgery (ABCS) to determine board certiÞ cation qualiÞ cations, it is less certain that the AACS ought to adopt similar restrictions. Our current articles of incorporation do not deÞ ne what constitutes a cosmetic surgeon but rather deÞ ne what services the Academy should offer to the cosmetic surgeon and those individuals who are "members of the medical and dental professions who perform cosmetic surgery, or who perform professional services related to cosmetic surgery, in order to assure the public of a consistency of high quality medical and dental care." This set of criteria indicate an intent to widen, not narrow, the membership pool.
This issue of The American Journal of Cosmetic Surgery fulÞ lls one of the charter's stated responsibilities for providing an overview of standards, in this instance, regarding ofÞ ce-based anesthesia. Currently, guidelines for liposuction are being updated and will be presented in a future issue when complete. Our additional charter, providing quality education, is reß ected in various continuing medical education programs such as our annual meeting and workshops, which promote the teaching of cosmetic surgery. Our fellowship programs also contribute to complete education in cosmetic surgery for those who want to enlarge their scope of practice beyond the boundaries of their original residency training.
The articles of incorporation for the Academy do not contain a description of duty that includes deÞ ning scope of practice, limitations on membership based on training, or credentials. In fact, most associations are not involved in scope-of-practice issues except in those instances in which they struggle to control ownership of speciÞ c procedures or practices.
Nowhere is this more clearly illuminated than in the Þ eld of cosmetic surgery, where so many procedures overlap so many different specialties. Liposuction, lasers in medicine, facial cosmetic procedures, postbariatric surgery, antiaging strategies, and hair transplantation are all covered by several specialties, none of which can claim legitimate ownership.
This diversity of backgrounds reß ects many other areas of surgical/medical practice as well. Look at the overlapping Þ elds in cardiac and vascular surgery, with radiologists, vascular, and thoracic surgeons all performing similar procedures, many of them added to their respective practices through continuing education programs, weekend courses, and brief apprenticeships.
This widening scope of practice is simply part of the continuing evolution of medicine. The ß exible endoscope made polypectomies of the colon a nonsurgical procedure. Laparoscopic cholecystectomies were introduced to practicing general surgeons through intensive weekend animal lab training sessions. 5 Endovascular prostheses made radiologists as well as vascular surgeons able to treat abdominal aneurysms. In addition, with the introduction of this new technique, follow-up studies have demonstrated that the adoption of these new procedures, in community hospitals, by physicians beyond their residency training, is as safe and effective as those performed within the university training programs. 6 To quote Dr Zarins in his commentary on the article, "The good news is that with physician training and proctoring, careful patient selection, clinical support by the manufacturer, and ongoing education of both the patient and physician, endovascular aneurysm repair can be successfully introduced into community practice with excellent early results." Robotic surgery continues to expand into every surgical Þ eld. Microsurgery, initially the specialty of a few trained plastic surgeons, is now part of all surgical Þ elds approaching small structures. Liposuction, initially derided by plastic surgeons as a fake enterprise, cannot now suddenly be their unique tool. 7, 8 The debate about cosmetic surgery and who should be performing these types of procedures is an ongoing one, even reaching within the plastic surgery community itself. Recently, the American Society of Aesthetic Plastic Surgeons (ASAPS), long considered a branch of the American Society of Plastic Surgery (ASPS), rejected a full merger of the 2 organizations, instead severing all ties to the ASPS. 9 ASAPS was formed 40 years ago, in response to the perceived lack of interest on the part of most plastic surgeons in aesthetic surgery. 10 This coincides with the principles of the founding of the AACS, which included members of the plastic surgery community but believed that cosmetic surgery should be taught to all of those interested in the Þ eld, not deÞ ned or limited by speciÞ c residency training. While the ASAPS has continued to be a relatively exclusive organization, the AACS has been characterized by its willingness to be inclusive.
As the debate about membership in the AACS continues, our original purpose should be remembered. Whether we choose to continue to respect those principles, or not, our membership will deÞ ne who we become in the future.
